
PROGRESS IN PEDIATRICS

DISEASES OF THE CIRCULATORY SYSTEM
Congenital Heart Disease

A Review of Recent Literature
From a clinical study of fourteen cases of congenital heart disease Walker1

draws the following conclusions: (1) By a careful examination of the physical
signs in patients suffering from congenital morbus cordis, it is probable that,
with the accumulation of details, such cases will be divided into clinical groups
of distinctive types, and that eventually when such clinical groups have been
established and the morbid conditions associated with them described, the diag¬
nosis of one lesion from the other, and the prognosis based on it, will be possible.
(2) Exclusive of other lesions, such as septal defects, there appear to be at
least three clinical groups of pulmonary stenosis: I, a. Cases in which the signs
seem to indicate a constriction in the neighborhood of the pulmonary valve; high
stenosis. I, 6. Cases in which the signs seem to indicate a constriction and incom¬
plete fusion of the infundibulum with the body of the right ventricle; low
stenosis. II. Cases in which there are evidences that the ductus arteriosus is also
patent. (3) Patent ductus arteriosus may give rise to a water-hammer pulse and
capillary pulsation. (4) In many cases of congenital heart disease, and more espe¬
cially when there is evidence of ductus arteriosus patency, an abnormal zone of
basal cardiac dulness is present. (5) There seems to be evidence that where pul¬
monary stenosis is accompanied by patency of the ductus arteriosus the symp¬
tomatology is less severe and life more prolonged. (6) A large percentage of
cases of congenital heart disease, associated with pulmonary stenosis, give a

definite history or family history of rheumatic infection, or a history of cardiac
disease in other members of the family.

Goodman2 reports a case of patent ductus arteriosus in a boy aged 14, of
good mental development, apparently healthy, exhibiting no subjective symptoms
of cardiac disease and showing no cyanosis or clubbing of the fingers. He con¬
siders the following points, in this case, of diagnostic importance, but cautions
that too much weight should not be placed on any one sign or symptom: Of the
physical signs, emphasis is laid on the bulging of the left side of the chest, visible
pulsation in the second left interspace and a systolic thrill in the same area not
felt elsewhere. Here is to be heard a loud, rasping, grating systolic murmur,
appreciated a short distance from the heart, transmitted to the carotids, better
to left than to right, and heard well in the interscapular space at the level of the
spine of the scapula, and along the vertebral column; hypertrophy of the right
and left ventricles with a "band-like area of dulness" along the left margin of the
sternum between the second and fourth ribs; pulsus paradoxus; normal pulse
tracing; paralysis of left vocal cord; Röntgen-ray confirmation of Gerhardt's
dulness. Goodman has collected from the literature seventy-one cases, practically
all the cases reported from 1847 to the present time, and has analyzed them from
the point of view of symptoms and physical signs.

1. Walker, R. W. S.: Clinical Observations on Congenital Heart Disease,
Heart, May 10, 1911, ii, 3, 249.

2. Goodman, E. H.: Report of a Case of Patent Ductus Arteriosus Botalli
with a Study of the Cases Heretofore Published, Univ. of Penn. Med. Bull., Decem-
ber, 1910, xxiii, 10, 509.
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Z. v. Bokay3 reports a ease of transposition of the large vessels of the heart
in a child 9 months old. The aorta arose from the right ventricle and the pul¬
monary artery from the left ventricle, making two circulatory systems whose
only connection was a patent foramen ovale. The wall of the left ventricle meas¬
ured 4.5 mm., the wall of the right ventricle 10 mm. Clinically there was marked
cyanosis and a systolic murmur at the apex. The author has collected from the
literature forty-three similar cases and tabulated them according to age, clinical
symptoms and autopsy findings.

Kingsley4 reports the case of a female infant 5 months old in which, together
with other congenital deformities, a patent ductus arteriosus was found.

Weber and Dorner's5 case of congenital pulmonary stenosis in a young man

aged 29, is of especial interest because of the blood conditions. There was marked
cyanosis, an absolute polycythemia and a true plethora (polyemia); that is,
the amount of hemoglobin and the number of red cells per cu. mm. of blood and
the amount of hemoglobin and volume of blood per 100 gm. body-weight were

greatly above the normal. They believe this increase is due to increased forma¬
tion in the bone-marrow. The blood-plasma was only very slightly concentrated.
Orthostatic albuminuria was marked in this case, a condition not found in most
cases of congenital heart disease. Bie and Maar" have recently reported a similar
case.

Warthin' believes that congenital syphilis of the heart is not a rare disease.
The disease rarely manifests itself in the form of a gumma, but most frequently
iu the form of a diffuse interstitial myocarditis due to the presence of the Spiro-
chceta pallida in large numbers. The diagnostic criterion is the demonstration of
spirochetes in the fibroblastic areas in the heart wall. There is no characteristic
macroscopic change, so that the absence or presence of congenital cardiac syphilis
can be told only by a thorough microscopic examination. A series of twelve
cases is reported, nine of which occurred in infancy and childhood, but in only
one of these was the diagnosis of congenital syphilis made before death. It was
found to be a cause of asphyxia neonatorum and unexplained sudden death in
infants and should be borne in mind as a cause of non-development and infantilism
in children and young adults.

Heart-Block
Galloway and Fenton8 report a case of Stokes-Adams disease in a boy of 18.

He had repeated fainting attacks with a pulse-rate of 32 to 40 per minute. There
was no cardiac hypertrophy or evidence of valvular lesions. Pulse tracings
showed the case to be one of partial heart-block, the ratio of the auricular and
ventricular rhythm being usually 2 to 1, occasionally 1 to 1.

3. Von Bokay, Z.: Ueber Transposition der grossen Schlagadern des Herzens,
Arch. f. Kinderh., 1911, lv, 5-6, 321.

4. Kingsley, C. R.: A Case of Congenital Deformities: Patent Ductus Botalli:
Absence of Left Kidney and Chronic Peripheral Edema, Bull. Johns Hopkins
Hosp., February, 1911, xxii, 239, 56.

5. Weber, F. Parkes, and Dorner, G.: A Case of Congenital Pulmonary Stenosis
with Special Consideration of the Nature of the Secondary Blood Changes, Lancet,
London, Jan. 21, 1911, i, 150.

6. Bie, W., and Maar, W.: Ein Fall von angeborenen Herzfehler mit Cyanose
and Polyglobulie, Deutsch. Arch. f. klin. Med., 1910, xcix, 3-4, 382.

7. Warthin, A. S.: Congenital Syphilis of the Heart, Am. Jour. Med. Sc.,
March, 1911, cxli, 398.

8. Galloway, J., and Fenton, W. J.: Stokes-Adams Symptoms in a Lad, Aged
18, Proc. Roy. Soc. Med., London, January, 1911, iv, 3, 39.
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Armstrong and Münekeberg2 present, respectively, the clinical and anatomic
aspects of a case of heart-block in a 5-year-old boy. This case had been reported
previous to the boy's death by Armstrong.10 The patient first came under observa¬
tion Aug. 3, 1909, at which time he had a high temperature and convulsions. He
was first thought to have meningitis, but this was ruled out by a normal cerebro-
spinal fluid. The diagnosis was made from tracings of the jugular vein and
radial artery which showed no relation between the auricular and ventricular
systoles. Belladonna had no effect on ventricular pulse-rate. The average pulse-
rate was between 40 and 50 beats per minute. The boy died July 25, 1910, in an

epileptiform attack. Necropsy showed a lymphangio-endothelioma of the auricu-
loventricular node.

Cleveland's11 case was a boy of 15 with attacks of unconsciousness without con¬

vulsions and a pulse-rate usually about 30 beats per minute. On one occasion the
rate was counted with a stethoscope as 10 per minute. The heart was normal
in size and position clinically. Autopsy showed hypertrophy of the left ventricle
but no valvular disease. There was no microscopic examination of the auriculo-
ventricular node or bundle.

Fulton, Judson and Norris'2 report three eases of heart-block in the same

family, the father, 41 years old, a daughter 20 years old and an infant 22 months
old. Pulse-tracings from all showed incoordination between the auricles and
ventricles. They conclude that the most reasonable hypothesis is a congenital
physiologic and perhaps anatomic abnormality in the auriculoventricular bundle
or its blood-supply.

Two cases of heart-block in diphtheria have been recently reported. Magnus-
Alsleben18 has reported a ease of complete heart-block in diphtheria in a child,
aged 8 years, in which microscopic examination of the auriculoventricular bundle
showed a severe parenchymatous degeneration.

Fleming and Kennedy's1* case was a girl aged 10. On the sixth day of illness
there was a marked variation in the pulse-rate between 40 and 88 per minute;
on the eighth day there was evidence of cardiac dilatation; on the ninth day
there was palatal paralysis; on the tenth day of the illness she died. Tracings
showed the auricles and ventricles beating at different rates. The auriculoven¬
tricular node and the first part of the auriculoventricular bundle showed a well-
marked acute inflammatory condition. The muscle of the auricles and ventricles
showed myocarditis. The vagi showed no changes. These cases show that a slow-
pulse in diphtheria is not necessarily the result of inhibitory cardiac impulses.

Endocarditis, Myocarditis and Pericarditis
Poynton15 includes tachycardia as one of rarer occurrences in the rheumatism

of childhood. It occurs more frequently with mitral stenosis than with any other
lesion and may be paroxysmal or persistent. Tachycardia is common when the

9. Armstrong, H., and M\l=o"\nckeberg,J. G.: Herzblock, bedingt durch prim\l=a"\ren
Herztumor bei einem 5-j\l=a"\hrigenKinde, Deutsch. Arch. f. klin. Med., 1911, cii,
1-2, 144.

10. Armstrong, H.: A Case of Stokes-Adams Disease in a Boy Aged Five,
Liverpool M.-chir. Jour., 1910, xxx, 58, 327.

11. Cleveland, A. J.: A Case of Stokes-Adams Disease in a Boy, Aged Fifteen
Years, Brit. Jour. Child. Dis., May, 1911, viii, 80, 209.

12. Fulton, Z. M. K., Judson, C. F., and Norris, G. W.: Congenital Heart-Block
Occurring in a Father and Two Children, One an Infant, Am. Jour. Med. Sc.,
September, 1910, cxl, 339.

13. Magnus-Alsleben, E.: Zur Kenntnis der vor\l=u"\bergehendenUeberleitungs-
st\l=o"\rungendes Herzens, Ztschr. f. klin. Med., 1910, lxix, 82.

14. Fleming, G. B., and Kennedy, A. M.: A Case of Complete Heart-Block in
Diphtheria, with an Account of Post-Mortem Findings, Heart, November, 1910.
ii, 2, 77.

15. Poynton, F. J.: Some of the Rarer Occurrences in the Rheumatism of
Childhood, Brit. Med. Jour., Jan. 7, 1911, i, 5.
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myocardium suffers out of proportion to the valves. He has never seen a case
associated with exophthalmic goiter and hesitates to ascribe early persistent
tachycardia to any disturbance of the thyroid.

Wynter16 calls attention to the fact that in pericarditis there is an absence
of abdominal respiratory movements. He believes that primary thoracic disease
has a share in causing suspended function of the diaphragm as well as acute
abdominal conditions. When one lung or pleura is affected the influence on
abdominal movement is less marked. In acute pericarditis, on the other hand,
the cessation of phrenic action is bilateral. Consequently, absence of abdominal
movement is as obvious as in acute abdominal disorders, although other abdom¬
inal manifestations, such as muscular rigidity and general tenderness are lacking.
X-ray examination show3 the diaphragm to be inert. Restriction of abdominal
movement is more marked in fibrinous pericarditis than in pericarditis with effu¬
sion. It is absent in adherent pericardium. Wynter reports twelve cases in
children and in adults.

Cockayne17 examined the records of 780 cases of chorea to find out what
influence the salicylates had on the cardiac lesions of the disease. Out
of the 780 cases he found seventy-seven which showed, while the patients were
in the hospital, clinical evidence of the onset of endocarditis, myocarditis or

pericarditis and also evidence of a fresh lighting up of an acute rheumatic process
in the heart. Of the seventy-seven cases thirty-nine were not treated and thirty-
eight were treated with salicylates. Of the 780 eases, 355 patients were given
salicylates and 425 received other treatment. If the drug had no effect the num¬

bers showing cardiac change should be in the proportion of thirty-nine untreated
to thirty-two treated with salicylates, and the actual numbers obtained are so

near these that the disparity can have no significance. The statistics do not show-
that large doses have any more effect in preventing the progress of cardiac
trouble than small ones, although the number of cases in which large doses were

given was small. He concludes that the organisms of rheumatism were probably
present in the myocardium, endocardium or pericardium in these cases, and the
salicylates (in the doses usually given) appear to have no action in preventing
their entrance into the heart, nor in stopping their further activity when once
established there.

Nobécourt and Voisin18 maintain that an accurate study of the relative cardiac
dulness is of great aid in making clear the diagnosis, prognosis and treatment
of heart disease in children. They computed the surface area of the heart by the
formula of Potain. The product of the vertical diameter, measured in centimeters
from the superior border of liver dulness to the top of the cardiac dulness, the
line measured being parallel to the median line; and the horizontal diameter of
the heart measured in centimeters from the junction of the right border of cardiac
dulness and the upper border of the liver to the apex, this line not necessarily
being horizontal; multiplied by the constant .83. They studied in all thirty-six
cases. Two cases of congenital heart disease showed a formula a little above
normal; two cases of adherent pericardium showed a formula a little or not at
all increased. A fixed apex with a diminished area of dulness they believe to
be certain evidence of adherent pericardium. From a study of twelve cases of
acute cardiopathy they conclude that ( 1 ) there exists an increase of precordial
dulness without any sign of endo- or pericarditis; (2) the modifications of the
precordial dulness coincident with an acute endocarditis are very marked; (3)
in pericarditis the modifications are still more important. In the remaining cases,
twenty in number, the cardiac condition was chronic. Compensated mitral insuf-

16. Wynter, W. Essex: Absence of Abdominal Respiratory Movement as an In-
dication of Pericarditis, Proc. Roy. Soc. Med., February, 1911, iv, 4, 40.

17. Cockayne, E. A.: The Influence of Salicylates on the Cardiac Lesions of
Chorea, Quart. Jour. Med., April, 1911, iv, 15, 336.

18. Nob\l=e'\court,P., and Voisin, R.: La Matit\l=e'\pr\l=e'\cordialedans les cardiopathies
Infantiles, Arch. d. mal. du C\l=oe\ur,February, 1911, iv, 2, 65.
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ficiency shows only a slight increase in the surface area but the onset of an acute
process is quickly seen by the increased formula. The manner in which changes
in this surface area of the heart would influence prognosis and treatment is evi¬
dent.

McKenzie19 states that the prognosis of pneumonia is influenced not only by
chemical processes, but also by mechanical ones. Changes in the shape and size
of the heart, when the vascular system is otherwise normal, may be due to exten¬
sive collapse of the pulmonary tissue and rickety deformity of the chest wall, both
throwing extra work on the right ventricle. The mechanical effect of rickety
deformities he explains as follows: These deformities are over one of the most
expansile parts of the lung, expansion is hindered and respiration becomes chiefly
diaphragmatic, the pumping action of the expanding and contracting lung is par¬
tially lost and consequently more work falls on the right ventricle.

Stoerk20 reports a case of dextrocardia in a boy aged 11 who came to the
hospital because of a left-sided paralysis. There were no cardiac symptoms except
that after running he was more easily tired than other children and had palpita¬
tion, which he localized to the right of the median line. The heart showed marked
mobility on change of position from one side to the other.

Arteries and Veins
Hallé and Schreiber21 after a brief review of ten similar cases previously

reported, present a case of aortic aneurism in a boy aged 5. The diagnosis was
confirmed by ¡r-ray examination. The etiology of the condition was absolutely
unknown. The Wassermann reaction was negative.

Coombs22 found in 51 per cent, of 100 consecutive patients between 3 and 15
years of age, a venous hum, continuous through systole and diastole, immediately
below the sternoclavicular joint or joints. This murmur was accentuated at the
beginning of systole and diastole, was more common on the right side, best heard
when the head was retracted and usually absent in the recumbent position. It
is produced in the jugular veins but it is not clear by what mechanism. Though
associated with anemia it may occur in perfectly healthy children. It is not
especially associated with tuberculosis or any enlargement of the intrathoracic
lymph-glands and has no diagnostic value.

Among the rarer occurrences in the rheumatism of childhood Poynton15
includes venous thrombosis. In all the cases he has seen there was severe heart
disease and only two patients survived. All cases have been of the large veins
of the neck and upper extremities. When the large veins of the neck are involved
the sudden edema may be mistaken for parotitis. It is a question whether this
thrombosis is due to a mechanical or to a rheumatic lesion.

Hamburger23 has frequently noticed that the arteries, especially the radiais
and temporals, in children after the sixth or seventh year are very easily palpable.
This is not due to sclerotic changes or renal disease but, he believes, to increased
arterial tonus due to vasomotor influences. This arterial rigidity is most com¬

monly found during the school age in nervous children who often complain of
headache and palpitation of the heart and other symptoms of increased vasomotor
irritability. j Hebbebt Yotjxg.

19. McKenzie, I.: On the Interdependence of the Circulatory and Respiratory
Systems, Brit. Med. Jour., April 22, 1911, i, 927.

20. Stoerk, E.: Ein Beitrag zur Frage der Dextrocardie, Mitt. d. Gesellsch. f.
inn. Med. u. Kinderh., Wien, 1911, x, 2, 12.

21. Hall\l=e'\,J., and Schreiber, H.: Ectasie Aortique chez un Enfant, Arch. d.
mal. des enf., August, 1911, xiv, 8, 603.

22. Coombs, C.: The Venous Murmurs Heard at the Root of the Neck in Chil-
dren, Brit. Jour. Child. Dis., March, 1911, viii, 87, 109.

23. Hamburger, F.: Ueber Arterienrigidit\l=a"\t im Kindesalter, M\l=u"\nchen. med.
Wchnschr., Jan. 31, 1911, lviii, 5, 250.
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GENITO-URINARY SYSTEM
Recent Contributions to Our Knowledge of the Diseases of the Kidney

KIDNEY METABOLISM

Frey1 has investigated the method of urine formation by a study of the
freezing point and sodium chlorid concentration in the urine as compared with
blood-serum. He first determined the relations under normal conditions and then
the relations under diuresis. Phloridzin produces a diuresis without widening of
the vessels of the kidney, and is therefore a tubular diuresis. The resulting urine
does not become more like blood-serum than before. So he concludes that the
urine formation in the tubules is a secretion. When caffein or the nitrites are

given, which produce a constriction and dilatation of the vessels, the resulting
urine always approaches in character that of the blood-serum. This is a glom-
erular diuresis and he therefore concludes that the product of the glomerulus is
a filtration of the blood-serum. NaCl is a filtration product. Urine formation is
dependent largely on the action of the tubules by which the filtration products
of the glomeruli are exchanged for other constituents. All the salts except NaCl
are secreted by exchange. Always some NaCl is retained in the tissues. The con¬

centration of the NaCl in the urine regulates the amount of water excreted.
L. d'Amato and V. Faggella2 studied the variation in NaCl, nitrogen and

water excretion under forced feeding. Rabbits with an excess of urea in the diet
showed an increasing excretion of nitrogen but this excreted nitrogen never

equaled the amount taken in. With this increasing excretion of N there was a

distinct disturbance of the chlorin balance and great variations in the water
output of the kidneys. If the rabbits were given large amounts of NaCl the
excretion of that substance in the urine showed great fluctuations, but the whole
amount taken into the body was disposed of in a short time. The water excretion
quickly returned to normal after some fluctuation. There was a distinct tendency
to accumulate N. If the NaCl was given subcutaneously the retention of water
with subsequent edema was easier; but this change was only temporary. If dis¬
tilled water was given the water excretion was increased, with large fluctuations,
and there was a loss of N and NaCl. From these experiments he concludes that
a healthy kidney can get rid of an excess of water and chlorin better than an
excess of urea. He believes that the depression of function after overwork is
due to temporary fatigue.

The relation of the NaCl metabolism to kidney function has been shown by
the work of v. Hoesslin and Kashiwado3 to be very complicated. They mention
the fact that there may be no NaCl retention in cases of kidney injury due to high
temperature and to the excretion of toxins. Where there is water retention in
these conditions there may be secondary NaCl retention also, which may account
for the decreased NaCl secretion often found on urinalysis. They made experi¬
ments similar to those of d'Amato and found N disturbance as well as NaCl
disturbance following the subcutaneous injection of NaCl. They do not think
our knowledge of the action of the vasodilators on the vessels of the kidneys is
sufficiently accurate to be of any value as a basis for conclusions. They also tried
experiments with a mixture of yohimbin, urethane and alcohol in addition to
the nitrites. Changes in the vessels, not sufficient to show in blood-pressure, did
nevertheless show in the NaCl excretion. Blood-letting and compression of the
trachea were also found to influence the NaCl retention. They do not believe
that any conclusion based on the theory that N and NaCl behave differently
because excreted in different places is sound. This is contrary to the findings
of most investigators. Karsner4 and Frey1 believe that water and inorganic salts

1. Frey: Deutsch. med. Wchnschr., 1911, xxxvii, 1072.
2. d'Amato and Faggella: Ztschr. f. klin. Med., 1911, lxxii, 474.
3. Von Hoesslin and Kashiwado: Deutsch. Arch. f. klin. Med., 1911, cii, 520.
4. Karsner: Jour. Am. Med. Assn., 1911, lvi, 1452.
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are due to the action of the glomeruli and organic substances due to the action
of the tubules.

Schlayer5 has emphasized the importance of vascular changes in nephritis, even

though the changes may not show as anatomic lesions. These always show
themselves in a disturbance in water secretions—sometimes oliguria, sometimes
polyuria. After a study of salt, water, iodin and sugar excretion he comes to
the conclusion that the injury to the vessels does not affect the NaCl excretion.
This agrees with the work of Monakow.6 The latter author, however, does not
agree that iodin and NaCl disturbances go together. He found great variation
in this respect between different patients and between the same patient at dif¬
ferent times. The N elimination is also variable and not in relation to the other
elements of the urine. He would divide all cases of nephritis into groups accord¬
ing to their functional capacity and treat them on this basis. From a study of
nine eases made during life and examined post mortem he concludes that the
elimination of N is affected by the glomeruli and that NaCl and water are
excreted by the tubules. If, antemortem, there was a marked disturbance of iodin
excretion and no disturbance of NaCl excretion, the injury to the tubules was

slight.
FUNCTION TESTS

Heitz-Boyer and Moreno7 argue that the maximum concentration of the urine
is the real test of kidney sufficiency for, since the water can be drawn from the
reserves in the body, the important question is the per cent, of solid constituents.
The actual amount of solids depends on the diet, but the concentration depends
on the state of kidney parenchyma. A patient with nephritis fed on an excess
of urea was found to eliminate a smaller per cent, of urea in his urine than a

healthy individual. Ambard and Moreno8 have worked out a very complicated
formula to determine kidney sufficiency based on the facts referred to above.
The proportion of urea in the blood, and the urea in the urine, together with the
body weight and urine concentration, are found to bear certain definite relations
in health and disease. Schlayer5 does not believe that the urine concentration is
of such great value as these authors maintain.

Geraghty and Rowntree8 report further use of phenolsulphonephthalein in the
test of kidney function. They maintain, as in previous communications, that this
test is simple, accurate and valuable as an aid to prognosis and treatment. Its
chief value thus far has been in surgical cases but some cases of chronic nephritis
have been examined. If there is marked decrease in phthalein output, marked
renal changes are present and when phthalein is excreted in very small amounts
a grave prognosis should be given. Keyes10 believes this is a valuable test as

applied to surgical cases. Thomas11 has written at length concerning the use of
indigo-carmin as a test of kidney function as applied especially to surgical con¬

ditions. Roth12 has found the method unsatisfactory except in cases of renal
calculi.

TREATMENT

Vogel13 emphasizes the importance from a therapeutic standpoint of the study
of NaCl and water elimination. He gives a list of the NaCl content of the various
food-stuffs. Hiirter14 also gives a carefully prepared list of foods with their
protein and salt content, together with their caloric values. This article by

5. Schlayer: Deutsch. Arch. f. klin. Med., 1911, cii, 311.
6. Monakow: Deutsch. Arch. f. klin. Med., 1911, cii, 248.
7. Heitz-Boyer and Moreno: Presse m\l=e'\d.,1911, xix, 245.
8. Ambard and Moreno: Semaine m\l=e'\d.,1911, xxxi, 181.
9. Geraghty and Rowntree: Jour. Am. Med. Assn., 1911, lvii, 811.

10. Keyes: Am. Jour. Urol., 1911, vii, 125.
11. Thomas: Surg., Gyn. and Obst., 1911, xii, 345.
12. Roth: Ztschr. f. Urol., 1911, v, 439.
13. Vogel: Arch. Int. Med., 1911, vii, 602.
14. H\l=u"\rter:Med. Klin., 1911, vii, 55.
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Hürter is an excellent review of our present knowledge of the rationale of the
treatment of acute nephritis and of the details to be employed in the carrying
out of that treatment. Karsner4 has presented the subject from the chemical
side with the same cleanness and precision.

Fischer15 has advocated a method of treatment somewhat different from the
usual one based on his contention that the underlying cause of every nephritis is
an abnormal production or accumulation of acid by the kidney. On this basis he
would explain the abnormal cloudy swelling of the kidney and also the formation
of casts. The disturbances of water secretion are due, he believes, to the effects
of the acid in interfering with the normal production and loss of carbon dioxid in
the parenchyma of the kidney. The change in the other elements in the urine,
he believes, are due to the effect of the acid in changing the absorption properties
of the kidney colloids.

The treatment of nephritis on this basis is to avoid all conditions which
favor an abnormal accumulation or production of acid in the kidney. Water is
not restricted. The only danger from giving water is the washing out of salts
which may thus favor the action of acids. This danger is avoided by giving salts
in the diet, including NaCl. The giving of alkalies is also recommended. Francis1"
also advises the use of sodium carbonate in nephritis and the use of lime water
by rectum. Levenson17 advocates the use of potassium acetate or nitrate to favor
the elimination of chlorids but adds that it is of doubtful value in nephritic
edema,

Bonnarnour, Imbert and Jourdan18 and Vitry18 advise the use of calcium
ehlorid as a diuretic in nephritis. It does not influence the albumin, but dis¬
tinctly increases the water output.

UREMIA

Obermayer and Popper20 contend that the presence of indican in the blood-
serum is of great importance in the diagnosis of uremia. They have reviewed the
literature carefully and added a number of their own eases. With the indicanemia
there is also N retention and molecular contraction of the blood.

Tyson21 advocates the more frequent use of nephrotomy in chronic nephritis
and gives as the indications, permanent dropsy, uremia, anuria and large albu¬
minuria. It should be used, however, only after medical treatment is unavailing.
The operation is contraindicated in patients with valvular heart disease or albu¬
minurie retinitis. The benefit comes from the relief of tension, with possibly
some stimulation of the blood-supply between the organ and the surrounding
tissue. La Rogue22 agrees substantially with all these contentions.

Gumbel23 points out that the beneficial results from this operation are of
course only in the relief of symptoms and not in any healing of the damaged
kidney. He reports a case of a girl of 6 years operated on with good results.

Zondek24 argues that if the benefit is largely due to relief of tension, scarifi¬
cation would be as valuable as capsule-stripping. He found from experiments in
animals that more bleeding resulted from multiple incisions of the capsule than
from the ordinary operation; therefore he recommends this procedure.

15. Fischer: Jour. Am. Med. Assn., 1911, lvii, 149.
16. Francis: Med. Herald, 1910, xxix, 133.
17. Levenson: Jour. Am. Med. Assn., 1911, lvii, 150.
18. Bonnarnour, Imbert and Jourdan: Lyon m\l=e'\d.,1911, cxvi, 148.
19. Vitry: Presse m\l=e'\d.,1911, lxi, 633.
20. Obermayer and Popper: Ztschr. f. klin. Med., 1911, lxxii, 332.
21. Tyson: Med. Rec., New York, 1911, lxxx, 57.
22. La Rogue: Virginia Med. Semi-Monthly, 1911, xv, 505.
23. Gumbel: Deutsch. med. Wchnschr., 1911, xxxvii, 594.
24. Zondeck: Berl. klin. Wchnschr., 1911, xlviii, 571.

Downloaded From: http://archpedi.jamanetwork.com/ by a University of Iowa User  on 06/09/2015



ETIOLOGY

Fischer's15 belief in regard to the cause of nephritis has already been men¬

tioned. Other statements (Blumer,25 Weitlander2") confirm the common belief
that nephritis is usually a secondary manifestation of some infection, though
cases like those reported by Marian27 are common in which no etiologic factor
,can be determined. No progress has been made in this direction.

EXOPHTHALMOS

Gordinier28 and Mitchell28 have both drawn attention to the presence of exoph-
thalmos in connection with chronic nephritis—the nephritis occurring spon¬
taneously in man or produced experimentally in animals. This is believed to be
connected in some way with the presence of toxins in the blood, due to renal
insufficiency, which act on the sympathetic nervous system.

BLOOD-PRESSURE

Gordon30 found that the blood-pressure in acute nephritis in children was fre¬
quently elevated and highest in those cases which showed blood and slight edema.

ANEMIA

Pribram31 believes that the anemia of chronic nephritis is due to overaction of
the adrenals, due to stimulation by toxins retained by the diseased kidney.

UBINALYSIS

Albumose can be detected by the test of Fittipaldi32 which consists in dissolv¬
ing the alcoholic precipitate of urine in 31 to 32 per cent, soda solution and adding
a few drops of this to a 5 per cent, solution of equal parts of nickel sulphate and
ammonia. An orange-yellow color indicates the presence of albumose. The occur¬
rence of albumin in the urine does not interfere with the test.

To detect small quantities of albumin Glaesgen33 suggests always using a con¬
trol specimen of urine. He advocates boiling the urine after adding a few drops
of 20 per cent, acetic acid as the method which is most reliable. Katzenstein34
always uses the rays of light passed through the urine at right angles to the
line of vision as a means of detecting small amounts of albumin and as a method
of especial use at night. J. B. Smith35 has called attention to a method of detect¬
ing sugar and urates by measuring the amount of heat generated in a given time
after the addition of potassium permanganate; also a method of determining the
total nitrogen—too complicated for clinical use. Barberio3" gives a new test for
the estimation of indican in the urine. The test consists in adding two or three
drops of a 1 to 2,000 sodium nitrite solution to 5 c.c. of filtered urine. After
shaking add 5 c.c. of a concentrated HC1 and 2 c.c. of chloroform. The color of the
urine changes from yellow to violet and of the chloroform to blue. This test is
very easy and rapid.

Woodyatt and Helmholz37 warn against the error in the use of charcoal as a

clearing agent for urine because of the impurities in the charcoal.

25. Blumer: Yale Med. Jour., 1911, xvii, 293.
26. Weitlander: Med. klin., 1911, vii, 735.
27. Marfan: Med. Press and Circ., 1910, xc, 644.
28. Gordinier: New York State Jour. Med., 1911, xi, 357.
29. Mitchell: Jour. Med. Research, 1911, xxiv, 69.
30. Gordon: Arch. of Pediat., 1911, xxviii, 343.
31. Pribram: M\l=u"\nchen.med. Wchnschr., 1911, lviii, 1613.
32. Fittipaldi: Gazz. d. osp., 1911, xxxii, 518.
33. Glaesgen: M\l=u"\nchen.med. Wchnschr., 1911, lviii, 1123.
34. Katzenstein: Jour. Am. Med. Assn., 1911, lvi, 662.
35. Smith, J. B.: Med. Press and Circ., 1911, xci, 9, 85, 117, 170.
36. Barberio: Policlinico, Rome, 1911, xviii, 517.
37. Woodyatt and Helmholz: Arch. Int. Med., 1911, vii, 598.
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Pribram38 reports the production in animals of hemolysins, precipitins and com¬

plement binding antibodies by the subcutaneous injection of urine. Notthofft31
reports cases of red coloration of urine due to eating mushrooms.

Engel and Turnau,40 Tugendreich11 and Boschan42 report that a black precipi¬
tate forms in the urine of breast-fed babies when the urine is boiled after the
addition of a small amount of a 2 per cent, silver nitrate solution. This reaction
is due to the reduction of the silver nitrate by the chlorids in the urine. It does
not occur in bottle-fed babies.

Raudnitz43 confined puppies in a small space with their own decomposing
urine. The puppies showed no tendency toward any disease. He was led to make
this experiment because of two infants with rachitis who lived very near a

factory urinal.
Aufrecht44 describes the teehnic for determining the amount of uric acid in the

urine. Stephan45 gives a slight modification of this. The test depends on titra-
tion against potassium permanganate of evaporated urine after the addition of
ammonium chlorid or sulphate.

Baar40 gives the results of many tests for bile and indican made in patients
with gastro-intestinal diseases and patients after operation. All patients showing
bile and indican in the urine have a lesion of the gastrointestinal tract. In
laparotomy there is no bile nor indican unless there is trauma to the intestinal
wall. These observations may be used in differentiating functional disturbances
of the gastro-intestinal tract and conditions with anatomic lesions.

ALBUMINURIA

Lury47 experimented with 100 children whose urine was free from albumin,
having them stand in lordosis. Only those with abnormally movable kidneys
showed albumin in the urine as a result of the position. Piesen4" agreed with
these observations and found also that the common attitude of children—sitting
with arms folded behind the back—was liable to induce albuminuria and he
thought was injurious to the kidney. Hamill and Blackfan48 studied the occur¬
rence of albumin in the urine of healthy children and found that none of their
cases could be explained on the postural basis. They believe the albumin to be
due to a temporary overtaxation of the kidneys from the ordinary habits of life.
Lüdke and Sturm50 do not agree that the transient albumin in the urine is due to
posture. They are inclined to connect it with some toxic condition and believe
it may be of some value in differentiating the stages of tuberculosis. This belief
is founded on the study of 140 tuberculous patients, in 102 of whom albumin
was found in the urine.

COLLECTING URINE

Lawrence51 describes a method of collecting urine from female infants. A
piece of adhesive plaster is fastened securely over the genital region. Through
an opening cut in this plaster a finger of an old rubber glove is inserted to the
other end of which a test tube is attached.

38. Pribram: Deutsch. Arch. f. klin. Med., 1911, cii, 457.
39. Notthafft, M\l=u"\nchen.med. Wchnschr., 1911, lviii, 140.
40. Engel and Turnau: Berl. klin. Wchnschr., 1911, xlviii, 18.
41. Tugendreich: Berl. klin. Wchnschr., 1911, xlviii, 224.
42. Boschan: Berl. klin. Wchnschr., 1911, xlviii, 302.
43. Raudnitz: Jahrb. i. Kinderh., 1911, lxxiii, 259.
44. Aufrecht: Berl. klin. Wchnschr., 1911, xlviii, 627.
45. Stephan: Berl. klin. Wchnschr., 1911, xlviii, 897.
46. Baar: Northwest Med., 1911, iii, 123.
47. Lury: Jahrb. f. Kinderh., 1910, lxii, 705.
48. Piesen: Wien. klin. Wchnschr., 1911, xxiv, 12.
49. Hamill and Blackfan: Am. Jour. Dis. Child., 1911, i, 139.
50. L\l=u"\dkeand Sturm: M\l=u"\nchen.med. Wchnschr., 1911, lviii, 993.
51. Lawrence: Boston Med. and Surg. Jour., 1911, clxiv, 309.
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Note.—Other articles on the subject of nephritis are given below. These have
not been quoted because they either contain nothing new or nothing with par¬
ticular reference to pediatrics. No articles published earlier than January 1,
1911, have been included in this abstract.

Zorkendorfer: Wien. klin. Wchnschr., 1911, xxiv, 159.
Rosenthal: Deutsch. med. Wchnschr., 1911, xxxvii, 923.
Beiheig: Deutsch. Arch. f. klin. Med., 1911, cii, 507.
Goodman: New York Med. Jour., 1911, xciii, 777.
Fuhs and Lintz: Jour. Am. Med. Assn., 1911, lvi, 1882.
Pechstein: Ztschr. f. Kinderh., 1911, i, 356.
Fenner: New Orleans Med. and Surg. Jour., 1911, lxiii, 499.
Tirard: Clin. Jour., 1911, xxxvii, 401.
Smith, F. J.: Clin. Jour., 1911, xxxviii, 17.
Beard: Kentucky Med. Jour., 1911, ix, 120.
Thompson: Kentucky Med. Jour., 1911, ix, 115.
Autenreith and M\l=u"\ller:M\l=u"\nchen.med. Wchnschr., 1911, lviii, 899.
Katz and Lichtenstern: Wien. klin. Wchnschr., 1911, xxiv, 811.
Nellis: New York State Jour. Med., 1911, xi, 185.
Schippers: Deutsch. Arch. f. klin. Med., 1911, ci, 543.
Moraczewski: Arch. f. Verdauungskr., 1911, xvii, 23.
Ronot: Lyon Chir., 1911, v, 615.
Marinacci: Policlinico, Rome, 1911, xviii, 145.
Pflanz: Wien. klin. Wchnschr., 1911, xxiv, 345.
Schenck: Surg., Gyn. and Obst., 1911, xiii, 68.
Simon: Ztschr. f. Kinderh., 1911, ii, 1.
Schulz: Deutsch. Arch. f. klin. Med., 1911, cii, 1.

Richard M. Smith.

METABOLISM AND NUTRITION

The Rôle of the Carbohydrates in Creatin-Creatinin Metabolism

(Lafayette B. Mendel and William C. Rose: Jour. Biol. Chem., 1911, x, 213)
Two fundamental facts are emphasized by the experiments of Mendel and

Rose: (1) An increase in the elimination of total creatinin (i. e., creatin plu»
creatinin) is always accompanied by an increase in the output of total nitrogen:
and (2) carbohydrates, in contrast to the other food-stuffs, are capable of prevent¬
ing the excretion of creatin and are therefore indispensable for normal creatin-
creatinin metabolism. They found that the excretion of creatin induced by star¬
vation, is inhibited in rabbits by feeding a diet of carbohydrates absolutely free
from proteins and fats. When the carbohydrates are given in liberal amounts,
creatin entirely disappears from the urine. The creatin elimination is not reduced
by feeding a diet of fat alone, or by a diet of fat and protein. Experimental
interference with carbohydrate metabolism leads to the elimination of creatin.
After phloridzin diabetes which depletes the store of carbohydrates and during
phosphorus poisoning, which disturbs the glycogenic functions, the output of
creatin in dogs is decidedly increased. An increase in the output of creatin plus
creatinin (total creatinin), is always accompanied by an increase in total
nitrogen elimination. This parellelism of total creatinin and total nitrogen out¬
puts in inanition and with nitrogen-free diets is ascribed to a common source,

namely, true tissue or endogenous metabolism. The metabolism of exogenous or

reserve proteins is not accompanied by the production of creatin or creatinin.
The intimate relation of creatin excretion (or the failure of conversion into
creatinin) to carbohydrate metabolism, is discussed in detail.
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Excretion of Creatin in Infancy and Childhood
(William C. Rose: Jour. Biol. Chem., 1911, x, 265)

In view of the observations that creatin is a normal constituent of the urine
of sucklings, Rose attempted to determine the age at which this product disap¬
peared. Thirty-nine specimens of urine from children of different ages were

analyzed. With the exception of two cases, creatin was present in all specimens
from children under fifteen years of age. A boy of ten and a girl of thirteen
failed to have creatin in their urines. No progressive decrease in the percentage
of the total creatinin in the form of creatin coincident with increase in age is
apparent; nor is the percentage of creatin constant for the same individual. For
instance, one specimen obtained from a child of five years contained 24.2 per cent,
of the total creatinin in the form of creatin, while a second sample from the
same child a few days later, contained 79.2 per cent, of the total creatinin as
creatin. It was impossible to obtain information as to the amount and kind of
food eaten by the children. Most of the specimens were obtained from the city
orphan homes or from private families, and the subjects of the experiments were

probably ingesting more or less meat. It is possible, therefore, that the oxidation
or conversion of creatin into creatinin may be difficult for young individuals to
accomplish and in this case the creatin of the urine may, in part, represent
ingested creatin; or the glycogenic functions may be imperfectly developed and
the store of carbohydrates be insufficient to exert its regulatory influence over
metabolism during childhood.

ACUTE INFECTIOUS DISEASES
Poliomyelitis

(H. W. Hill: Tr. A. M. A., Sec. Prev. Med., 1910)
In a statistical study of poliomyelitis in Minnesota by Hill, including cases

that showed no paralysis, the maximum number available for his purposes was
333, which he estimates as something more than one-third of the total number
occurring in the state. The majority of the cases occurred in the cities of St.
Paul, St. Peter, and one or two other towns. Of the epidemiologic points, abor¬
tive cases, contagiousness, and mortality are the chief, and to these he gives the
most attention. He admits certain shortcomings in his studies but finds, so far as
the figures elsewhere are available, that they generally correspond with his own.
As regards contagion, he does not find evidence that direct transmission of the
disease from one person to another occurs with suflicient frequency to be of great
importance. Dust, he believes, is an element of serious consequence and
explains the high rural typical cases, and the spread by abortive cases, he thinks,
would be even less probable. The same would also be true of carriers of incidence
in children and in males at all ages. No other infectious disease is so influenced
by dust-laying rainfall, and this suggests a possibility in the treatment of epi¬
demics. Horses, especially farm horses, associate together on market days, etc.,
as much as their owners, and a disease clinically like poliomyelitis has existed in
colts in Minnesota for some years and has been observed, though not recognized,
by veterinarians all over the state and also in North Dakota, The intestinal
discharges in horses are almost ubiquitous in street dust and also on country
roads, and in the neighborhoods of isolated farm houses. They are sufficiently
massive to protect imbedded organisms from direct sunlight and drying, yet
pulverize readily, especially under heavy traffic, and may be easily blown about
or tracked into houses, particularly in rural communities. It seems to him
impossible that the infecting agent can be derived from the discharges of human
beings, as in that part of the country they are not mixed with the ordinary dust.
While in the South this is more likely, poliomyelitis has not been especially preva¬
lent there. Hill offers this as a working hypothesis for further investigation.
Numerous tables accompany the article, covering nearly all the conditions and
relations of the disease.
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TUBERCULOSIS AND SYPHILIS
Inherited Syphilis
(C. S. Bull: Paper prepared for but not read in Sect, on Opht. A. M. A., 1910)

C. S. Bull, New York, calls special attention to the early recognition of the
stigmata of hereditary syphilis in infants and very young children. One of the
greatest of social dangers is the high rate of infant mortality in the children of
syphilitic parents, but a greater one is the disastrous one of heredity in those who
live to maturity. In many cases of inherited ocular syphilis the lesions are so

ill defined as to be unrecognizable except by the expert observer. Hence the exam¬
ination should begin with the new-born infant and should be repeated at brief
intervals through early childhood to youth. It is a mistake to suppose that con¬

genital syphilitic lesions of the eye run a mild course, and he points out how-
lesions of the uveal tract frequently escape casual observation, though they can

usually be recognized with care, because at this early age a coexisting keratitis
is rare. The prognosis as to vision is largely influenced by the coexistence of
other ocular stigmata. As most of these children die early, proper tests of vision
often cannot be made. When the disease occurs later in child life, he is inclined
to think the retina suffers less, but if retinitis or optic neuritis occur the end is,
in his experience, partial or complete atrophy. He has noted the coincidence of
interstitial keratitis and a vertically oval cornea occurring frequently in these
cases for years, and Fuchs has recently called attention to it (Ophthalmic Rev.,
September, 1909). If such malformation exists careful scrutiny will often reveal
faint traces of former interstitial keratitis. Taken alone, however, it cannot be
considered as absolute proof of inherited syphilis. As he is speaking of young
children before the eruption of the permanent teeth, the dental stigmata cannot
give much assistance, but the ears should be carefully examined. Pain, inflamma¬
tion or discharge from the ears in infancy will often reveal scars of early trouble.
If these are not found the hearing should be tested for functional disturbance, but
much cannot be expected from these tests. There is a variety of aural trouble
without appreciable lesion which is known to be due to inherited syphilis. This
is the surdite foudroyante characterized by a sudden invasion, rapidity and sever¬

ity of course and ending in a total loss of hearing in a few days or hours. Natur¬
ally from this occurring in early childhood there are defects in speech varying
in degree to actual mutism. Facial stigmata are often accompanying the ocular
or aural symptoms, and there are certain phenomena of first dentition strongly
suggestive of inherited syphilis, such as very small size of the incisor teeth and
the persistence and permanence of the first teeth beyond the usual period. In
conclusion, he quotes Fournier's therapeutic deduction as to the necessity of
specific treatment of the child or parents when the stigmata are present, and he
is inclined to add to them a recommendation of sterilization of parents producing
children with these stigmata.
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